Abstract
Introduction hospital for Weill Cornell Medical College in Qatar. 95% of all strokes in Qatar requiring admission to hospital are admitted to HGH [19] .
All patients who were able to communicate and were not confused/delirious were administered the PHQ-9 and the Minicog by the stroke unit nurses as soon as they were stabilized on the acute stroke unit. The PHQ-9 and the Minicog were given by a nurse who spoke the same language as the patient, and the PHQ-9 questions were given in the patient's first/best language. The PHQ-9 is a depression screening tool discussed in the introduction [8, 20] . Moderate levels of depression on the PHQ-9 are scored when the PHQ-9 �10 with item 1 and/or 2 endorsed. The Minicog screens cognitive ability and includes a 3 item recall and drawing a clock with hands set at 10 past 11. The test has high sensitivity and specificity and is widely used as a screening measure of cognition. [20] . A clinical psychologist trained the nursing staff in test administration through didactic sessions and practice administrations of the instrument, and provided follow-up consultation and supervision throughout the project. The psychologist also reviewed all test results twice a week and when patients were available provided a DSM-V based depression mood interview for all patients with PHQ-9 scores of 10 or more in order to provide optimal patient care.
Prior studies of PSD have sometimes used a cutoff of 4 on the PHQ-9, resulting in higher reporting of depression rates. We used the most common, clinically relevant cut off of 10 or greater, moderate range, on the PHQ-9 as it indicates levels of depression in need of treatment intervention [1, 8] . Some prior studies of acute stroke have modified the PHQ-9 time duration to be "since your hospitalization" [4] ; we gave the standardized instruction for patients to consider how they had felt for the past two weeks including their time since hospitalization.
Demographic and treatment information was collected from the stroke database at HGH. The following data were collected: demographics including age, gender, education and nationality; cardiovascular risk factors including diabetes, hypertension, dyslipidemia, history of prior stroke and current smoking. Stroke symptoms including weakness, speech deficit, posterior circulation symptoms (dizziness, vomiting and reduced LOC), headache, seizure, visual concerns and abnormal behavior. Other variables included National Institutes of Health Stroke Scale (NIHSS), Modified Rankin Scale (mRS) and discharge diagnosis and location.
Of note, the majority of people in Qatar are expatriates and come from other nations to work. Thus, nationality was recorded as a measure of cultural/ethnic background. Given a large number of nationalities, patients were grouped into categories based on similar location.
A power analysis was conducted to determine sample size. A primary objective of the study was to observe prevalence of depression among stroke patients. The prevalence of depression in stroke has been reported to be about 31% 3 . A sample size of 283 subjects was determined to be enough to produce a 95% confidence interval (24.7% to 35.7%) using Binomial distribution when the estimated proportion of depression in stroke patients is 31.0%. 292 patients were screened, 9 had to be removed due to missing data. As data analysis was conducted 50 stroke ward patients were found to be stroke mimics at discharge. They were excluded from the analysis leaving a total sample size of 233.
A multiple binary logistic regression model was used to identify significant independent factors associated with depression after adjusting for potentially confounding factors such as age, and gender. To build the model, a purposeful selection method was used for selecting a subset of covariates considered clinically important, adjusting for confounders and statistical significance. Purposeful selection of covariates began with a multivariate model that contained all variables that were significant in the bivariate analysis at the 20-25 percent level, as well as any other variables not selected with this criterion but judged to be of clinical importance. Variables included in the regression model included Age, Gender, Nationality, NIHSS, HbA1C, DM, HTN, Dyslipidemia, PriorStroke, BMI, Smoking, Dysarthria, LOSindays. We used p-values from the Wald tests of the individual coefficient to identify covariates that might be deleted from the model and p-value of the partial likelihood ratio test confirming that the deleted covariate is not significant. Following the fitting of the reduced model, we assessed whether or not removal of the covariate produced an "important" change (about 20%) in the coefficient of the variables remaining in the model. The final model was assessed by using goodness-of-fit test to see if the model fit the data.
The study was reviewed and approved by the Hamad Medical Corporation Research Internal Review Board, study protocol #16349/16. As this was a retrospective analysis of a clinical improvement project an exemption was approved and individual consent was not needed.
Results
Demographics and clinical factors in the depressed and non-depressed groups are presented in Table 1 . There was a trend for greater hypertension in the depressed group, and females were more depressed. Of note, disability (mRS), stroke severity (NIHSS), prior stroke, MiniCog and smoking were not linked with depression. Mean time from stroke until screening was 1.5 days for non-depressed and 1.9 days for depressed, a non-significant difference (p = .13).
Approximately twenty percent (46/233) of the acute stroke patients were positive for depression with a PHQ-9 score of 10 or more and either item 1 or 2 endorsed.
Multiple logistic regression identified nationality and dysarthria as significant independently associated with depression (please see Table 2 ). Table 2 shows only the variables that were statistically significantly associated with depression. Age, gender and other covariates such as HTN, DM were not statistically significant and therefore have been removed from the model. Patients from the Middle East and Africa were more than twice as likely to be depressed than those from Southeast Asia or the Western Pacific; and those who presented with dysarthria were almost twice as likely to be depressed. Type of stroke was not related with depression. The most common stroke types included Seventeen of the 46 patients with positive PHQ-9 depression scores received a diagnostic interview by a clinical psychologist. 13/17 (76%) met DSM-5 criteria for a major or minor depression; 8 patients met criteria for a major depressive episode and 5 had significant symptoms of depression or anxiety that would have benefitted from psychotherapy. Of the remaining 4, one appeared to have a comprehension issue, one had primarily pain symptoms and two had acute post stroke stress and anxiety that resolved.
Item analysis was conducted on the PHQ-9 (please see Table 3 ). The odds ratio in Table 3 were measured to assess the impact of each individual scale of PHQ-9 (PHQ-1 to PHQ-9) on the overall depression score (depressed vs. non-depressed). Odds ratio of 10.8 for PHQ-1 (Anhedonia) indicate that the odds of having depression among patients having score of 2 or more for PHQ-1 is 10.8 times more likely to depressed compare to those who had a PHQ-1 score below 2. The most frequent items endorsed by depressed patients were trouble sleeping, feeling tired, appetite changes and anhedonia (loss of interest or pleasure). The most common symptom in the non-depressed group was also feeling tired, and 10% or more endorsed depressed mood or anhedonia.
Sensitivity/specificity of the PHQ-2 to predict the PHQ-9 was assessed using the standard cut off of � 3; sensitivity = 78.3, specificity = 85.6. A PHQ-2 cut off of � 2 was calculated and revealed sensitivity = 91.3 and specificity = 71.6.
Discharge location did not vary between groups. Seventy four percent (34/46) of depressed patients went home, 11 (24%) to rehab; 143/187 (76%) non-depressed went home versus 44 (24%) to rehab. 
Discussion
Post stroke depression is important to identify and treat to optimize outcomes and recovery [1, 3, 6, 7] . Early diagnosis on acute stroke units (within the first few days) has been shown to be feasible [4] , and recent stroke guidelines now recommend early depression screening [17, 18] . Although improvement of psychiatric assessment and subsequent mental health care are a high priority for the Middle East and North African (MENA) region [21] , prevalence and intervention studies of post stroke depression are lacking.
Patients on the acute stroke ward at Hamad Hospital in Qatar were assessed for depression within the first few days post stroke. 19.7% scored in the moderately depressed range on the PHQ-9 (�10 out of a possible 27). These results are consistent with the 18-30% depression prevalence rates found in studies conducted in Western countries within the first 2 weeks post stroke [3] and slightly higher that the 12 percent level of moderately depressed patients found within 4 days of admission [4] . Dysarthria was found to have a significant independent association with depression. Some prior studies have linked aphasia and dysarthria with higher rates of depression post stroke, though results have been variable [3, 7] .
Nationality was found to be a significant associated with depression. Middle Eastern and African (ME/A) patients had significantly greater depression rates (30.18%) than Southeast Asian and Western Pacific (SA/WP) (16.76%). This may be due to in part to different base rates of depression in the ME/A and SA/WP groups. The Middle East and African regions suffer from some of the world's highest depression rates, while Southeast Asian and Western Pacific groups have some of the lowest [22, 23] . Also, conflict in the Middle East may be a potential cause of increased depression, and citizens from many countries in the region have experienced trauma due to political instability. In addition, some studies have suggested that Arabic and African cultures have higher rates of stigma surrounding mental illness and the expression of psychiatric concerns, and this may diminish treatment seeking for depression [24, 25] .
The Minicog and NIHSS were interestingly not associated with post stroke depression in our sample. This is most likely related to the fact that strokes in Qatar tend to occur at a younger age and be less severe. The mean age was approximately 50 years in our sample and the mean NIHSS scores were approximately 4.5, a score in the minor range. The Minicog was also significantly related to educational level.
Item analysis of the PHQ-9 data revealed similar symptom profiles to those in stroke patients in the United States [26] . The most frequently endorsed items by depressed post stroke patients included; trouble sleeping, feeling tired, appetite changes and anhedonia (loss of interest or pleasure). In the non-depressed post stroke group, the most common symptom was feeling tired, however greater numbers endorsed anhedonia and depressed mood in Qatar than in the US (13 and 10% respectively versus 2 and 5%). Of note, endorsement of item 9 (suicide/feeling would be better off dead) was much higher in Qatar. 39% of our depressed post stroke patients felt they would be better off dead versus 10% in the US post stroke cohort [26] . Further study of suicidal ideation in post stroke patients in the Middle East is recommended given the high response rates found.
We assessed the PHQ-2 as a potential brief screener to simplify depression screening and increase the likelihood that screening will occur. The traditional cut off score for the PHQ-2 is � 3, and this scoring is widely used in primary care settings [15] . Other studies have found that a cut off of � 2 yields better sensitivity and specificity in stroke [10, 16] . In our study a PHQ-2 cut off of � 3 yielded sensitivity of 78.3 and specificity of 85.6 while a cut off score of � 2 yielded a sensitivity of 91.3 and specificity of 71.6. Given the importance of not missing depression in the acute inpatient setting it is recommended that the cut off of �2 is also optimal for stroke patients in the MENA region.
Clinically we found that many post stroke patients were hesitant to take an antidepressant or receive follow-up care with psychiatry. A proactive, culturally sensitive approach to post stroke depression will likely be beneficial. Education is recommended for patients, their families and health care providers in order to reduce stigma regarding psychiatric treatment and care. Psychiatric programs embedded within medicine will likely improve treatment rates and outcomes. Prior literature has found that SSRIs are the first line treatment for post stroke depression, in conjunction with interventions that focus on care management, family support and psychoeducation [1, 17] .
Limitations of this study are that it did not include patients with more severe strokes who were unable to communicate effectively with the clinical staff due to confusion or aphasia. Research has shown that more severe strokes have higher depression rates, thus our data likely underestimates the total burden of depression. Socioeconomic factors were not available beyond education and nationality of origin. Variables such as economic status, living situation, etc. will be important to include in future studies. Another weakness in the study is that rates of depression pre-stroke were not obtained, as prior studies have identified depression as a risk factor for stroke, postulating that depressed patients may have worse self-care (e.g. exercising less, eating poorly) and also inflammatory markers may be elevated in both depression and stroke [27] . In addition, ideally all positive depression scores would have been verified with a gold standard such as the SCID (Structured Interview for the Diagnostic and Statistical Manual (DSM-4)) [28] .
Conclusion
This study supports the recent recommendation for acute post stroke depression screening, with screening found to be feasible on an acute stroke unit in Qatar. Moderate levels of depression (PHQ-9 �10) were found to be present in approximately twenty percent of patients. PHQ-2 screening is recommended as a quick and easier to administer first step, utilizing the lower cut score of � 2 for stroke patients (versus the standard � 3 for primary care patients), with patients obtaining positive screens being administered the full PHQ-9. It is important to consider nationality in depression assessment, as this study found Middle Eastern/African patients were more than twice as likely to present with depression than Southeast Asian/Western Pacific patients. Higher rates of thinking about death or suicide were noted making this an important area of further study. Education of patients and staff regarding depression as common co-occurring conditions post stroke is recommended in the MENA region, along with the provision of culturally sensitive psychiatric care. 
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